Introduction {#Sec1}
============

Complex fractures are difficult to characterise and analyse preoperatively, even with computed tomography (CT) \[[@CR1], [@CR3]\]. Surgeons generally need years of practice to transform a two-dimensional (2D) image into a three-dimensional (3D) image in their mind in order to get a proper understanding of the fracture patterns. CT software however easily enables volume rendering of 2DCT into a 3D reconstruction.4.

3D printing has become increasingly utilized in the preoperative planning of clinical orthopaedics, trauma orthopaedics and other disciplines over the past decade \[[@CR2]\]. 3D-printed models are readily accessible due to the wide availability of 3D printing techniques and 3D printers \[[@CR2]\]. 3D printing contributes to a better understanding of the surgical approach, reduction and fixation of fractures, especially in complex fractures such as acetabular fractures \[[@CR3], [@CR4]--[@CR6]\]. Zeng et al. \[[@CR7]\] describe the combination of a 3D-printed model and a computer-assisted virtual surgical program for preoperative planning. This combination resulted in improved patient-specific preoperative planning. Furthermore, more accurate reduction and shorter operation times can be achieved \[[@CR8], [@CR9]\].

Mallepree et al. \[[@CR10]\] concluded that the accuracy of a medical print was mostly influenced by scan parameters and not by the process of converting CT data into 3D prints. The process from scanning the patient to the final 3D-printed model will result in loss of data. However, it is unclear how a 3D-printed model relates to a human bone. To our knowledge, there is no literature that validates the accuracy of 3D-printed models in a preoperative planning strategy when applied to real human bones. The accuracy of 3D-printed models is important to pre-bend plates and fit of surgical guides. We have conducted a validation study in which we compare human cadavers with 3D-printed models to test the accuracy of 3D printing.

Methods {#Sec2}
=======

Study preparations {#Sec3}
------------------

Three fresh frozen human cadavers were obtained from the Department of Anatomy. The pelvis, hands and feet were dissected and freed from all soft tissue exposing the bony structures. The ligamentous structures on the bone were left intact. Nine anatomic specimens − 3 pelvis, 3 hands and 3 feet---were used (Fig. [1](#Fig1){ref-type="fig"}).

Fig. 1Shows dissected the pelvis cadaver number 3 with all five marker points

Titanium Kirschner (K-) wires were inserted to mark anatomical landmarks (Fig. [2](#Fig2){ref-type="fig"}).

Fig. 2This is a close up of the dissected pelvis with one of the created marker point by titanium K-wires

Pelvic landmarks were defined as the left and right: (1) tubercle on the pubic bone, (2) anterior superior iliac spine (ASIS), (3) posterior superior iliac spine (PSIS), (4) sacroiliac (SI) joint and (5) distance between the SI-joint and pubic bone on the right side of the pelvic bone.

Hand landmarks were defined as: (1) the radial styloid process and distal radioulnar articulation, (2) base and head of the second metacarpal bone and (3) base and head of the fifth metacarpal bone. Figure [3](#Fig3){ref-type="fig"} shows a hand of a cadaver with these marker points.

Fig. 3A cadaver of the hand with the marker points

Foot landmarks were defined as: (1) the distal medial malleolus, (2) between base and head of the first metatarsal bone and (3) base and head of the fifth metatarsal bone. Figure [4](#Fig4){ref-type="fig"} shows a foot with the marker points. The distances between all landmarks were subsequently measured by two independent observers using a Vernier caliper. The point of intersection was defined as the intersection between bone and K wire.

Fig. 4A cadaver of the foot with the marker points

Process of creating 3D prints from CT data {#Sec4}
------------------------------------------

In order to create a 3D print, a standard tessellation language (STL) file is needed. This is a specific file format used by 3D software to generate 3D prints. Converting CT scans in digital imaging and communication (DICOM) file format to STL occurs in three stages \[[@CR11]\]: image acquisition, \[[@CR12]\] image post-processing \[[@CR13]\] and 3D printing.

Image acquisition {#Sec5}
-----------------

The nine specimens were scanned using a Siemens Somatom Definition AS 64-slice CT (Siemens Healthcare, Forchheim, Germany). Slice thickness of 0.6 mm and soft reconstruction filters were used for our protocol in order to generate high resolution images and minimalize soft tissue image noise.

DICOM data of all cadavers were saved in Picture Archiving and Communication System (PACS). The two independent reviewers used the hospital's integrated *Philips Intellispace Portal®* software to measure the distance between the markers in two-dimensional views.

Image post-processing {#Sec6}
---------------------

The image post processing was divided into three phases:

### Phase 1: creating a volume-rendered model of the object {#Sec7}

We used *Philips Intellispace Portal* software to volume render the DICOM data into 3D reconstructions and to ascertain measurements of the 3DCT landmarks by the two independent observers. Figure [5](#Fig5){ref-type="fig"} shows a 3DCT of the pelvis and a hand with respectively the 5 and 3 anatomical landmarks.

Fig. 5In this figure a 3D model of a pelvis after CT-scanning is seen with all measurements between the five marker points performed on the Philips Intellispace Portal

Fig. 6A view of the 3D model of a pelvis in the open software source Meshlab

### Phase 2: cleaning of the model and creating an STL file from the volume-rendered model {#Sec8}

The 3D reconstruction was digitally cleaned from all surrounding artifacts and remnants of the soft tissue in the Philips Intellispace Portal and then saved as an STL file. The landmarks in the STL file were measured by the two independent reviewers using Meshlab, an open-source program (Fig. [6](#Fig6){ref-type="fig"}).

### Phase 3: importing the STL file in 3D print software and generating the print code {#Sec9}

Our hospital uses both the *Makerbot Replicator Z18* (Makerbot Industries, USA)---a high end consumer extrusion 3D printer with a large build volume and the *Ultimaker 3* (Ultimaker B.V., the Netherlands) a desktop 3D printer with a dual extruder. These printers use Polylactic Acid (PLA), a thermoplastic polyester, to extrude the plastic on a build platform where it solidifies.

The print code (G-code) for the Makerbot was generated using *Simplify 3D* and the print code for the Ultimaker was generated using *Cura*. The following process settings were standardized: extruder temperature 215 °C, chamber temperature 24 °C, primary layer height 0.2 mm, infill 2% (the outer side of bone exists of cortical bone, therefore the model supports itself and less infill can be used), support infill 20%, maximum overhang without support 60%.

3D printing {#Sec10}
-----------

The 3D models of the cadavers were printed in a ratio of 1:1. A 3D-printed model of a hand and the cadaver hand can be seen in Fig. [7](#Fig7){ref-type="fig"}. The amount of material used, PLA and support, printing time and filament costs were also noted. The two independent observers measured all distances on all 3D-printed models.

Fig. 7The cadaver hand with titanium K-wires maker points next to a 3D-printed model of the hand. The printed K-wires are clearly seen on the 3D-printed model

Two observers {#Sec11}
-------------

All of the measurements described above were undertaken by two independent observers. In summary, they measured the distances between the anatomical landmarks on the human cadavers (cadaver), 2DCT (Port_2D), *3D reconstructions* (Port_3D), Meshlab (Mesh_3D) and 3D-printed models on the Ultimaker and Makerbot (Print_UM, Print_MB).

After 1 month, both observers were asked to measure all distances again to measure the inter-observer and intra-observer agreement. The distances between the K-wires on the fresh human cadavers were only measured once, because the cadavers had to be disposed of after two days.

Data analysis {#Sec12}
-------------

Descriptive statistics were calculated to provide an overview of the print process settings. Observer data were analyzed and expressed in terms of intra- and inter-observer agreement. We used Pearson's correlation to calculate the correlation coefficient *r* and to analyse the relationship between the measurements of both observers.

The measurements between both 3D printers and cadavers were also expressed as a percentage of cadavers. A Paired Samples *T* test was used to compare the measurements between cadavers, 2DCT, 3DCT, Meshlab and both 3D printers. A *p* value of 0.05 was determined as significant. IBM SPSS Statistics 24 was used for the database (Statistical Package for the Social Sciences, Chicago, IL, USA).

Results {#Sec13}
=======

Table [1](#Tab1){ref-type="table"} shows an overview of the print process settings of both 3D printers. The mean raw material costs for printing a pelvis, foot and hand were respectively 25, 6 and 4 euro for the Makerbot and 34, 13 and 6 euro for the Ultimaker.

Table 1Printing characteristicsMakerbotUltimakerBuilding time in hoursWeight in gramsSupport, %Mean filaments costs in euroBuilding time in hoursWeight in gramsSupport, %Mean filament costs in euroPelvis 192.00613322597.007104534Pelvis 256.003925376.0058859Pelvis 372.0063135106.0072055Foot 123.5014024630.262705013Foot 224.001163822.3022751Foot 325.001774626.5027656Hand 111.207029413.50111586Hand 216.00702314.5011849Hand 310.30653114.4013149

Table [2](#Tab2){ref-type="table"} shows the correlation of the measurements between the observers---the inter-observer agreement. The Pearson correlation coefficient of 1 for each measurement shows that both observers had exact agreement in measuring the distances in all objects.

Table 2Inter-observer agreementsPearson correlation inter-observer*p* valueCadaver1.0000.000Port_2D1.0000.000Port_3D1.0000.000Mesh_3D1.0000.000Print_UM1.0000.000Print_MB0.9990.000Port_2D_11.0000.000Port_3D_11.0000.000Mesh_3D_11.0000.000Print_UM_11.0000.000Print_MB_11.0000.000

The intra-observer agreements of both observers are shown in Table [3](#Tab3){ref-type="table"}. All Pearson correlations here too are 1, indicating absolute agreements for each observer.

Table 3Intra-observer agreementsPearson correlation intra-observer_1*p* valuePearson correlation intra-observer_2*p* valueCadaver----Port_2D1.0000.0001.0000.000Port_3D1.0000.0001.0000.000Mesh_3D1.0000.0001.0000.000Print_UM1.0000.0001.0000.000Print_MB1.0000.0001.0000.000

Table [4](#Tab4){ref-type="table"} shows the mean distances of the objects measured on all modalities. The average distance in millimetres was calculated of each of the five marker points on the pelvis and three marker points on each foot and hand. For example; the mean distance measured on the cadaver of pelvis 1 was 129.90 mm, 2DCT: 130.17 mm, 3DCT: 130.40 mm, Meshlab: 130.07 mm, Ultimaker: 129.50 mm and Makerbot: 128.80 mm. Furthermore, in Table [4](#Tab4){ref-type="table"} the measurements of both 3D printers and the cadavers are compared and the difference in percentage between both modalities in calculated. In general, a decrease in measured distances can be seen in all specimens. The least decrease can be seen in "the 3D-printed pelvis 1", − 0.3 and − 0.8% on respectively the Ultimaker and Makerbot when compared with cadaver Pelvis 1. The 3D model of "Hand 2" shows the most decrease, − 2.5 and − 3.2% on the Ultimaker and Makerbot when compared with cadaver hand 2.

Table 4Mean measured distances in millimetresCadaver2D3DMeshUM (%)^a^MB (%)^a^Pelvis 1129.90130.17130.40130.07129.55 (99.7)128.80 (99.2)Pelvis 2136.60137.07136.78137.03135.25 (99.0)135.10 (98.9)Pelvis 3129.40129.58129.42129.39128.00 (98.9)127.25 (98.3)Foot 161.1762.3560.9762.0661.00 (99.7)60.42 (98.8)Foot 268.8369.0068.5668.9867.42 (98.0)67.67 (98.3)Foot 354.5054.2753.9754.5353.25 (97.7)52.92 (97.1)Hand 145.1745.2245.3244.9344.67 (98.9)44.25 (98.0)Hand 244.0043.9143.6744.4842.92 (97.5)42.58 (96.8)Hand 338.8339.3339.6238.7438.42 (98.9)38.33 (98.7)*2D* 2-dimensional CT,*3D* 3-dimensional CT,*Mesh* Meshlab,*UM* Ultimaker 3,*MB* Makerbot Replicator Z18^a^The percentages given in the UM and MB column are the mean distances with reference to the measurements of the cadavers

Table [5](#Tab5){ref-type="table"} shows the *P* values of the differences in measurements between cadavers, 2DCT, 3DCT, Meshlab and both 3D printers. Most significant differences in measurements were found in the conversion from 3D file into a 3D print and between the cadaver and 3D-printed model from the Makerbot.

Table 5A paired samples *t* test was used to compare the measurements between cadavers, 2DCT, 3DCT, Meshlab and both 3D printersCadaver-2DCT2DCT-3DCT3DCT-MeshlabMeshlab-UMMeshlab-MBCadaver-UMCadaver-MBPelvis 10.6580.3170.591*0.0200.007*0.7200.330Pelvis 20.3820.2220.646*0.0050.015*0.055*0.031*Pelvis 30.5510.5970.961*0.0090.006*0.130*0.015*Foot 10.0920.0810.2070.1900.0650.423*0.035*Foot 20.4860.2980.263*0.0250.0030.0030.034*Foot 30.3950.3910.1610.091*0.016*0.130*0.003*Hand 10.7010.0960.2990.5680.5580.4230.368Hand 20.7740.3320.1210.049*0.014*0.0960.161Hand 30.2930.2120.0730.5390.6320.4970.597A *p* value of 0.05 was determined as significant

Discussion {#Sec14}
==========

3D-printed anatomical models have to be accurate, especially for pre-bending plates in complex fracture surgery \[[@CR6], [@CR14]\]. This validation study investigated the accuracy of our 3D printing process. To the best of our knowledge, the accuracy of 3D-printed anatomical models has not been investigated \[[@CR5], [@CR6], [@CR15], [@CR16]\]. In this study we validated the 3D printing process for our clinical setting.

The literature we reviewed on the clinical use of 3D printing in daily practice did not clarify the validation of their 3D printing process \[[@CR17]--[@CR20]\]. Mallepree et al. \[[@CR10]\] reported in their study that accuracy of medical 3D models was mainly affected by scan parameters and not the printing process itself. However, our study highlighted different results. Table [4](#Tab4){ref-type="table"} highlights that step 1 (cadaver---2DCT) showed smaller differences in measured distances when compared with differences measured in step 4 (i.e. Meshlab---3D printers). In step 1, only "foot 1" showed a difference of \> 1 mm between the measurements on the cadaver and 2DCT. In step 4, a difference of \> 1 mm between the measurements using Meshlab and both printers was found in: pelvis 1, pelvis 2, pelvis 3, foot 1, foot 2 and hand 2 (Table [4](#Tab4){ref-type="table"}). This observation is confirmed by the results in Table [5](#Tab5){ref-type="table"}, which show a significant decrease in measured millimetres when both 3D printers are compared with Meshlab. No significant differences were found between the cadavers and CT and CT and Meshlab. Additionally, this table also shows that there are more significant differences between the cadaver and Makerbot, than between the cadaver and Ultimaker. Therefore, it seems that the Ultimaker is more accurate than the Makerbot.

We measured a decrease in distance between the landmarks when comparing the actual 3D prints with the digital files. However, on closer inspection of the 3D-printed models, we noticed that the 3D-printed K-wires were more flattened than the actual K-wires (Fig. [8](#Fig8){ref-type="fig"}). This resulted in a shorter distance when measuring on 3D-printed models. A reason for this difference in shape could be that scanning titanium wires cause artifacts on the digital files which lead to small measurement errors on the 3D-printed objects.

Fig. 8Difference between the titanium K-wires and 3D-printed pins

Even though the differences between the cadavers and 3D-printed models are statistically significant (Table [5](#Tab5){ref-type="table"}), we find the clinical importance less significant. We believe that these small differences will neither affect the position of the pre-bended plate nor the anatomy of the bone irrespective of the location or type of fracture.

Our study has some limitations. A small sample size (*n* = 9) was used. Nevertheless, a clear trend can be seen between the different modalities. In analysing 3D models, a volumetric analysis would be more accurate and is in fact the gold standard. We did not perform a volumetric analysis of the cadavers and the printed models, for this we would need a fluid displacement method \[[@CR21], [@CR22]\]. This in theory is an easy method but not feasible in our study. Utilising a fluid displacement model makes removal of all the soft tissue of the cadaver models essential. This however was not possible in our study design. Also, the PLA filament in use is permeable and hydrophilic. Therefore, a fluid displacement measurement comparison with a 3D-printed model would be unreliable as the model would absorb water. Another limitation of this study is that we used specific software to convert and modify the files and the results cannot be extrapolated to other software. Our results are only applicable for Philips software (Royal Philips N.V., the Netherlands) and the open source software we used. We only validated our 3D printing process and cannot say anything about 3D printing with other types of software and 3D printers.

Conclusion {#Sec15}
==========

We can conclude that our 3D printing process results in accurate models suitable for preoperative workup. The Ultimaker 3 is slightly more accurate than the Makerbot Replicator Z18. Medical professionals must be aware that titanium can give artifacts on 3D-printed models. We advise that medical professionals should perform a study that tests the accuracy of their 3D printing process before using the 3D-printed models in medical practice.
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